EMDR Clinical Supervision offers the opportunity for the EMDR Supervisee to engage in a number of important aspects in relation to exploring their EMDR practice and professional development. This paper will outline models of clinical supervision and how they relate to EMDR. It will propose an EMDR Clinical Supervision Process Model that captures both the micro and macro elements of EMDR as an eight-phase psychological treatment intervention for psychological trauma. An EMDR Personal Development Action Plan (EMDR PDAP) will also outline how this could be incorporated within EMDR clinical supervision in the promotion of theory and practice integration in EMDR. Although the paper will focus upon the EMDR Europe Practitioner Competency Framework the implications for enhancing EMDR clinical supervision apply to EMDR clinicians internationally.
From its early outset, Shapiro (1989 Shapiro ( , 1995 recognized that to obtain academic credibility for EMDR, it was essential to standardize the training for appropriately qualified mental health workers in order to ensure treatment fidelity, reliability, and validity. More recently, academic training and university-based research in EMDR have emerged as a means of promoting stronger research and development potential in this psychotherapeutic approach.
The current format of training is relatively short and provides training participants with a certificate of attendance rather than a certificate of competence or knowledge check. Instead the integration between theory and practice in EMDR is primarily driven by EMDR clinical supervision and consultation. Therefore clinical supervision in EMDR is arguably one of the most important activities in relation to developing and maintaining therapeutic competence in EMDR.
"EMDR education is only the beginning of the learning process. Once formal training is complete, it becomes the responsibility of all therapists and researchers using EMDR to continue to upgrade their skills through on going practice, supervision and consultation with more experienced practitioners" (Shapiro, 1995; pg. 385) Although EMDR attributes significance to the therapeutic relationship there are multiple agents of change involved within EMDR that are important for generating a positive, overall treatment effect. These include EMDR as an eight-phase protocol intervention, client preparedness and motivation, EMDR clinician's expertise, skill and competence, activation and discharge of traumatic material, Adaptive Information Processing, emotional integration and the utilisation of bilateral and dual attention stimulation . But what is adaptive information processing (AIP)? EMDR uses AIP as a theoretical model underpin the psychotherapeutic approach (Shapiro, 1995) . This AIP framework is a relatively straightforward triadic model that explores the relationship between past, present and future experiences and memories. It posits three important assumptions:
1. As humans, we possess an intrinsic information processing system that has evolved to enable us to reorganise our responses to disturbing events from an initial dysfunctional state of disequilibrium to a state of adaptive resolution. 2. Trauma causes an imbalance in the nervous system thus creating blocked or incomplete information processing. This dysfunctional information is then stored in its unprocessed state.
3. Identifying these dysfunctional information hotspots of unprocessed events is central to EMDR treatment.
The hallmark of EMDR is that it assumes that physiologically stored memories are the primary foundation of pathology and that the primary agent of change in EMDR is specifically targeted information processing. The AIP theoretical framework therefore guides the clinical application of EMDR in a manner that is both explanatory and predictive of positive treatment effects (Shapiro & Laliotis, 2011) . What links the diverse clinical populations stated earlier is that of 'trauma' and blocked information processing. It is the ubiquitous interpretation of the EMDR AIP theoretical framework that enables EMDR therapists to use this paradigm with wider applications over and above that of PTSD. A paradox regarding the practice of EMDR is that with some clients it can be a remarkably simple intervention, for example with some clients with a circumscribed trauma experience, and yet with others, an intricate, complex, multi-faceted and abundantly technical psychotherapeutic endeavour, for example with complex trauma survivors.
Currently, the core aspects for EMDR basic training are: a training manual, theory/practicedriven active teaching and learning experience, behavioural role plays, and the inclusion of clinical supervision as part of the training experience (Farrell & Keenan, 2013) . The diversity of teaching and learning approaches has the potential to optimise the integration and adoption of EMDR into the trainees' clinical practice. What however are the advantages in seeking EMDR accreditation? In broad terms there are five aspects to consider surrounding the rationale for being accredited in EMDR. These include:
1. Effective demonstration of the integration between the theory and practice of EMDR as a psychotherapeutic approach 2. Enhancing and maintaining patient/client protection and adherence to clinical governance procedures 3. Ensures the utilisation of empirically supported, effective psychological treatment interventions in enhancing quality assurance in practice 4. Maintains research treatment fidelity in the practice of EMDR 5. Defines a minimum standard of practice across all Europe
The EMDR Europe Competency Frameworks for both Practitioners and Consultants utilise the Dreyfus (2004) Model of Skill Acquisition. This model has illuminated on-going research on skill acquisition and articulation of knowledge embedded in expert practice in both medicine and nursing. At the core of the model is that it is developmentally based, targeted upon performance and involves experiential learning (Benner, 2004) . The reason for this model being extremely apposite for EMDR is that EMDR exemplifies, as Aristotle would describe, both 'Techne' and Phronesis'. 'Techne' can best be described as procedural and scientific knowledge, that can often be formal, explicit, and predictable and yet tailored specifically to an individual's needs, that captures the art, science and craft of EMDR. The activity centres upon producing outcomes, governed by means-ends rationality, that are embedded in gaining mastery. 'Where as 'Phronesis', in contrast to 'Techne', refers to practical reasoning engaged by experts in the field, an EMDR Clinician who, through experiential learning, continually lives out and is constantly striving in improving themselves as a clinician (Benner et al, 1999; Shulman, 1993) . 'Phronesis' is not governed by the same rational but instead uses the relationship itself to guide action. The Dreyfus model of skill acquisition is ostensibly phenomenological and contains five levels: novice, advanced beginner, competent, proficient and expertise (Phronesis). So how What Figure 1 also highlights is that in developing EMDR competency to a point of proficiency and meta-competence, then clinical supervision/ consultation is integral to reaching the point of 'Phronesis'/ Expertise. Ladany and Inman (2012) consider that over the last decade empirical literature has argued that clinical supervision, albeit with benevolent intentions, has proven to be problematic, counter-productive, harmful and at times unethical. Though undoubtedly there may-be some elements of truth in this, it could be argued that clinical supervision requires an atmosphere of integrity and openness with the intent of supporting, evaluating and developing an individual clinician's professional practice. A recent example of the positive impact of clinical supervision was highlighted in a study by Farrell and Keenan (2013) who conducted a comparison between EMDR Clinicians who were accredited in EMDR as opposed to those that were not accredited. An ANOVA was conducted to determine if there was a relationship between the reported outcome and the type of supervision received, whether it was provided by an EMDR-Accredited Consultant or not. Results suggested that supervision by an EMDR Accredited Consultant/Clinical Supervisor was related to outcomes for the accredited therapists (p =.015) but not for the non-accredited therapists (p= .093). The determining of both competency and proficiency in EMDR Clinical Supervision requires six areas of consideration:
1. Foundations of EMDR as an eight-phase protocol, empirically supported psychotherapeutic approach 2. EMDR Research and Development (including evidence based practice and practice (Falender & Shafranske, 2004) A working definition of clinical supervision is provided by Goldhammer et al (1993) (Goldhammer et al 1994: pg4) .
Wagner & Smith outline a slightly different emphasis incorporating the integration between theory and practice to also include self-examination. They state that clinical supervision is: "…… a required experience, designed to help students integrate academic training with practical experience and self-examination of their individual styles and strengths" (Wagner & Smith, 1979) Bernard and Goodyear (1992) place important emphasis upon the distinction between clinical supervision and consultation proposing that if psychotherapists have the right to either accept or reject the suggestions of other then this is rather a process of consultation rather than clinical supervision. This perspective underlines why clinical supervision and consultation are two distinct entities. Consultation is a collaborative relationship between two mental health professionals which values the integrity and independence of the individual who is consulting them. It is the Supervisee's client to which the supervisee maintains primary responsibility for the decisions for the decisions involving treatment Another helpful consideration is that of Inskipp and Proctor (1993) who highlights the necessity of ethics more so than other clinical supervision models. They regard the purpose of the relationship between supervisor and clinician is to enable the clinician to: "…. gain ethical competence, confidence, compassion and creativity, so as to give the best possible service to clients" (Inskipp & Proctor 1993 ).
Clinical supervision is therefore an exchange between practising health professionals recognised by numerous professional bodies as a supportive way to facilitate learning from experience (DoH, 1993) ; the process involves three key aspects referred to as triadic models of clinical supervision which include: education, support and management. These are outlined in Table 2 .
• Educative -(Formative)
• Developing an understanding of skills and ability • Understanding the client better • Developing awareness of reaction and reflection on interventions • Exploring other ways of working.
• Supportive -(Restorative)
• Exploring the emotional reaction to pain, conflict and other feelings experienced during patient care, can reduce burn out.
• Managerial -(Normative)
• How to address quality control issues • How to ensure health professional's work reaches appropriate standards. 
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Although there are many models of clinical supervision: Supervision Alliance Model (Inskipp & Proctor, 1993 ; Cyclical Model ; General Supervision Framework (Scaife & Scaife, 1996) ; A Developmental Approach (Stoltenburg et al, 1998) ; Systems Approach to Supervision (Holloway, 1995) ; Process Model (Hawkins & Shohet, 2000) ; the EMDR Clinical Supervision Process Model adapted from Hawkins & Shohet, 1989 ) specifically relates to all the core attributes involved in EMDR as a psychotherapeutic intervention. This is outlined further in figure 2.
Figure 2: EMDR Clinical Supervision Process Model adapted from Hawkins & Shohet, 1989 Mode 1 -EMDR Clinical Supervision Session Content -The primary focus on this aspect centres upon effective history taking (EMDR Phase 1) from the client considering diagnosis and case conceptualisation (ICD-10/ DSM 5), co-morbidity, impact of levels of functioning, etc; and re-formulation using the AIP framework. This would also include target sequence planning, symptom reduction, comprehensive treatment planning and also the key elements of Phase 3 assessment. EMDR Clinical Supervision offers the opportunity for the EMDR Supervisee to engage in a number of important aspects in relation to exploring their EMDR practice and professional development. These include building a theory about their particular client from an EMDR/AIP perspective. It also provides an opportunity for the supervisee to attend to feelings and values that may arise as a consequence of their clinical activity. From an accreditation perspective it also allows for an examination of their performance and competency as an EMDR Clinician. From the view of the EMDR Consultant/ Clinical Supervisor a questions arises as to what is the level of training, knowledge, clinical ability, and understanding your EMDR Supervisee has? As a consequence, a useful strategy to use with new EMDR Supervisee's is to consider the following EMDR Personal Development Action Plan (EMDR PDAP). The purpose of this EMDR PDAP is for the supervisee to go through each of the micro-aspects involved in EMDR and to then subjectively consider how 'strong' or 'not strong' they are regarding each aspect. The advantage of this is that it provides a context for the EMDR Clinical Supervision of areas that supervisee's consider themselves to be very strong, areas they would like to enhance further, and areas where they presently consider that developing their skills, knowledge and EMDR clinical application
Enhancing EMDR supervision 15 maybe warranted. An advantage of the EMDR PDP is that it could be included in work-based portfolios as part of continuous professional development. This gives supervisee's a sense of ownership and empowerment of their clinical supervision in guiding the process rather than it being imposed upon. A further advantage is that it could be used as a means of monitoring progression and as an evaluation that supervisee's can refer back to reinforce progress in their clinical competence. A full version of the EMDR PDAP is available in appendix 1.
Conclusion
This paper has highlighted how in the effective integration of the theory and practice of EMDR, clinical supervision is a vital facet in developing competency and proficiency. It has explored how a model of supervision can be adapted to capture the multiple dimensions that are involved in EMDR as a complex, multi-faceted psychotherapy. The utilisation of the EMDR Personal Development Action Plan is a structured means in determining levels of competency and understanding of EMDR supervisee's knowledge, practice and theoretical understanding. EMDR Consultants/ Clinical Supervisors can use it not only for their supervisee's but also in providing a potential structure to the EMDR clinical supervision process. The EMDR PDAP could equally apply to EMDR consultation were the relationship is much more collaborative within which values the integrity and independence of the individual who is consulting them. Furthermore the EMDR PDAP could be used as part of research and development in promoting fidelity in EMDR as a psychotherapy approach. For Section 1 the use of the rating Scale is to purely indicate how strong, or not, you currently consider yourself as an EMDR Clinician in relation to the EMDR Protocol and EMDR Clinical Practice.
Section 2 lists a number of areas you may be interested in developing further. The intention of both sections 1 and 2 is hopefully to enable you to consider your own EMDR PDAP and to formulate this into an overall strategic action plan. Material from Section 3 will then form the basis of group discussion later. 
